BEDEFIED HENRY
Patient Financial Assistance HEALTH-

A. TR E = [ LZ T D57

Hospital or Clinic Location

BENBREZ T, LRI GAERER T HEAZERL TS0

Select the location(s) where the patient received or will receive care:

L] Henry Ford (HF) Hospital ] HF West Bloomfield Hospital

[J HF Kingswood Hospital [ HF Wyandotte E7=I&HF Health Center Brownstown
0 HF Macomb Hospital HF Wyandotte or HF Health Center Brownstown

[1 HF Medical Centers Lzt (BHEEL T2

[0 HF Jackson Hospital er, please specify

 BEER

Patient Information

r7ERITHBEEOERISOVNTTROBSBEFRBAL TS

Complete this section about the patient receiving care:

BEDLAA:
Patient Name:

4 4 A B (Date of Birth, DOB): EEILRES:
Date of Birth (DOB): Medical Record Number:
HEREES:

Social Security Number:

REEAIDES:

Guarantor ID Number:

C. #HEFE (RELA):

Responsible Party (Guarantor)

ERH RIS AMOHERITON T FROH S ERTICEALTHEEL

Complete this section about the person paying the medical bill:

BEEES B LELGDGR):

Responsible Party Name (if different than section B):

BEHELDOER:
Relationship to Patient:
SR
Street Address:
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.M. BEES. B
City, State, Zip Code, Country:

BBOBEES:

Phone Number:

BEOEEES:
Work Phone Number:

ERZE: LE#E O 7ILiA+
Employer: Full Time Part Time

D. 2R IRIX E M HERR

Health Insurance Eligibility Verification

ROEBERBIZHLTIHED IR (F TR JZBIRL TS

Select ‘yes’ or ‘no’ for each of the following questions:

1. MedicareZBFELELI=A. FIFEEINFEL=A? mNEAEERIRIRY
Have you applied or been denied for Medicare? Yes No
a. Medicare/\—FA O 1y Ouvhz
Medicare Part A? Yes No
b. Medicare/\—B O Eey Oz
Medicare Part B? Yes No
c. Medicare/\—kC O 1xey Ouvuhz
Medicare Part C? Yes No
. MedicaidZBEELEL-HA . FIXEESINFELI=A? O (ZLy OULLE
Have you applied or been denied for Medicaid? Yes No
a. EBSNFEE. TDERFBEIOBLIAICITHhNELIZA? O ZLy LR
If you were denied, was the denial within the last 90 days? Yes No
. UTFICEET M BRI —EREBRFELTLET A O XLy OOULLE
Are you applying for financial assistance services related to: Yes No
a. BEHIEZEH (Motor vehicle accident, MVA)
Motor vehicle accident (MVA)?
b. LRHEESE O &y Ovnz
Crime victim? Yes No
c. FHKMHE O ey Ovnxz
Workers compensation? Yes No
d. TOMDFRE CE->TERALGE) IHYETM? O ZLy Oz
Other injury (for example, slip and fall)? Yes No
. BB AFLIIEBEOHFETIAKRRRRIRZIZHELTLET H? O XLy OOULLE
Does your employer or spouse’s employer offer group health insurance? Yes No
. BRI~ 6MNAM. ERZFLEARBECEATZECTRIRIZMALTHEL O 2y Oz
f=hv? Yes No
Did you have coverage in the last 3 to 6 months through your employer or spouse’s
employer?
a. TRRWIDIGE . BEFEFEE(Consolidated Omnibus Budget O 1%y OuLz
Reconciliation Act, COBRA)IXFIFATEE I H\? Yes No
If yes, is COBRA available to you?
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6. EISADMDEEHRRICIMALTNET H? O Fey Oz

Do you have any other health insurance? Yes No

a. MMALTWAEE(E, TORRDIGHEREHL TS0

If yes, please provide the insurance information:

7. Henry Ford Health SystemtY—E RIZET) 7R TES T KEETT H? O 1%y Ouz
Are you a permanent resident who lives within the Henry Ford Health service area? Yes No

E. R B EHTDHREINA

Household Members and Household Employment Income

EEDOHBIZDONVTERFEIZEEALTLZEL:

Complete this section about the patient’s household:

HHEDABIEIFIATT A

How many people are in your household?

PRAZRFITOSETFDREZERAL TS (BEICISCTRMEZEML TS

List any household member who earns an income (attach another sheet if needed):

A REIRA
(HERxAT)
HHEDRE A BELOBER Monthly Gross Income
Household Member Name Relationship to Patient (before deductions)
S
S
S
S
S
Bt A R#URA
Total Monthly Gross Income:

F.HFEDZDMDUA

Household Other Income

BEICZDHMDIRANRAHDEE L. EDMDUNAIZ DN TR LRISEEAL TS

Complete this section about the patient’s other income if these are other sources of income:

Z DD ILAR A%

Other Income Sources Amount Per Month
REXE/EETE S

Child Support/Alimony

THRB—HT B IV TNSRATA— BEWALGE S

Foster Care, Township Trustee, Church Income, etc.
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F&. HE2RE. FEEERRKR $

Pension, Social Security, Social Security Disability

EEEE $
Rental Property

FE FIR BRBERY S
Annuities, Interest, Retirement Distribution
KEXF-FHEBEME $
Unemployment or Worker’s Compensation

T Dt (BAGEL T=ELY) S

Other (please specify)

ZTOMDIRAREET | S

Total Other Income Sources

G.HFDERE

Household Assets

BEOHTEENMMETEETHIBEE. TNICOVTEZAMBMITEEAL T ZSLY:

Complete this section about the patient’s household assets if these are household assets:

BEDESE =5
Type of Asset Total
H&E $
Cash
FEEOE S
Savings Account
INY)F O EE S
Checking Account
PR $
Stocks
BiE $
Bonds
HEEE $
Savings Bonds
FEESEBAZE (Certificates of Deposit, CD) S
Certificates of Deposit (CDs)
IR—X—'rIcTHIUk S
Money Market Accounts
®EES $
Mutual Funds
BB E S
Trusts

BEAE|S

Total Assets
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H. #ADHEERZH
Monthly Household Expenses

RtELNHIBEE. BEORFEISOVDTHEMICREAL TSN

Complete this section about the patient’s household expenses if there are any household expenses:

X HDERR A%
Type of Expense Amount Per Month
RE $
Rent
a—y S
Mortgage
REXIE S
Child Support
BRE $
Groceries
BEIEX A $
Vehicle Payment
— > s
General Bills

BAOHTEXHEET | S

Total Monthly Household Expenses

| TE
Authorization

FAIZ. Henry Ford Health (HFH)D A E LUV FIEICH - T BUEBIZ 2 (15 ER LI T 57O, ZOHEE
%‘»Eihé Iﬁ*&%HFH'»I\EﬁTé &%::lsﬁmubi_‘j— *L\[i HFH[ Z\%( rLIT\L/_C;O) Iﬁi&%ﬁmu_‘j—é*&
REE5EZAFET CNnICIEX EFARAEEREEONE. ERPCIRADHER. BV EYGHBRXETRGT S
CEEBHETN. ENLIZRESNFERE A, CORBETANRET TR TOFERS SFTIRABERXEL.
EX . EENDODELEHGLDTY AN REL-BEBRA IO DR R TRATETEETHLIEH IS T
HEF. T RTORBFZIEIRYEEN ., RILWVESOLESJVAIRXILWVIIEEEZEVET FAETFE.
HEEEMEBIROZILEEICOVNTE, XIBEFEEZESICEICRAELEFT,
| hereby authorize the release of the information contained in this application to Henry Ford Health (HFH) for the
determination of my eligibility status for financial assistance in accordance with HFH policies and procedures. |
authorize HFH to verify this information as necessary, which may include but is not limited to, obtaining a credit
bureau report, verifying employment and/or income, and obtaining appropriate supporting documents. All
information and income documentation provided by me in this application is true, accurate and complete as
shown. If it is determined at any time the information | provided was false or inaccurate, all financial assistance
will be reversed, and | will accept responsibility for full and immediate payment of any and all outstanding
balances. | also agree to accept payment responsibility for any amount due after any partial financial assistance
discounts.

K& (Fav71K):

Print Name:
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BELOBER:

Relationship to Patient:

4

Signature:

B {+:
Date:

BREFZEDRERIZ. COXEICREAL. BFEOUNEB[CHELGT R TODZETOINEFIRHBLIZIEEMHELT
Qi A

Please verify that you have completed this document and provided all applicable documentation needed to
process your request before you return your application:

O ZE2ELVBREEH T, BFEEDER—JITFEALTLD

Completed all pages of application, including signature and date.

[ REDELLHEDHME (FoK W-2) 2 [FHABILAE (2K 1099) #RFHL TS,

Attached your most recent year Wage and Tax Statements (Form W-2) and or Miscellaneous Income (Form 1099.

O #HFOERENREETOBEIEMOIRAZFHL T, RE2HA DK EHBERFL TS,

Attached last 2 months of pay stubs with year-to-date earnings for each member of the household.

L RHEOKEDEAFRBHRBESE (T4+—L141040) ZREEHL TS,

Attached your Federal Income Tax return for the most recent year (form 1040).

L 22 HYMOBERHFIFEIEISHUMDE S EAEOIE—EREHL TS,
Attached a copy of your Michigan driver’s license or Michigan state identification card.

O SiEDRITEEIBHME (LEEE/MTE) DBF2HDADERFHLTND,

Attached your last two months of recent bank statements: checking/savings.

L Z0thOURAZIEAT HEHE (Bl RERALE) ZRAHL TS,

Attached proof of other income (or example: rental income, etc.)

O RERISIMALTLREE1F, ERFRRIEOIE—ERFLTLS,

Attached copies of medical insurance cards if you have coverage.

L BELTERINTLSE AL, MedicaidiEBRBHMEDELERFHL TS,
Attached a copy of the Medicaid denial letter if you applied and were denied.

HIET=-DRFEELITFHE T 5702, EAMGEFHN-——XDFANDEITLGLBENH D LIS
FRLTEZSY,

Please note, a statement of personal financial need may be required to further evaluate your application.
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